INTRODUCTION AND OBJECTIVES:
To test the hypothesis that high levels of pre-operative C-reactive protein (CRP) and erythrocyte sedimentation rate (ESR) are associated with an increased risk of systemic inflammatory response syndrome (SIRS) following percutaneous nephrolithotomy (PCNL).
METHODS: Retrospective cohort study of patients who underwent percutaneous nephrolithotomy at our institution between October 2012 and October 2013 when ESR and CRP levels were part of our standard pre-operative order set. The primary endpoint was the development of SIRS postoperatively; defined as having 2 of the following: temperature >38C or <36C, heart rate >90 beats per minute, respiratory rate >20 breaths per minute or WBC count >12,000 cells/uL or <4000 cells/uL. Multivariable logistic regression was used to evaluate the association between ESR, CRP and the development of SIRS while controlling for potential confounders. Receiver operating characteristics curves were used to evaluate the discriminative ability of the test and identify the optimal cut-offs which maximized sensitivity and specificity.
RESULTS: Among the 107 PCNLs performed during the study period, 35 (33%) of patients had evidence of SIRS during the post-operative stay. Patients who experienced SIRS had a longer operative time (99 min vs. 85 min, p ¼ 0.016), were more likely to have been transferred to the intensive care unit (ICU) (15% vs. 0%, p ¼ 0.002) and experience a longer length of stay (median 2 days vs. 1 day, p < 0.001). On multivariable analysis controlling for operative time and the presence of a positive pre-operative urine culture, both ESR (odds ratio [OR] 1.32, 95% confidence interval [CI], 1.01-1.72, p ¼ 0.04) and CRP (OR 1.59; 95% CI, 1.07-2.37, p ¼ 0.02) were associated with development of SIRS. Among patients without a positive urine culture, an ESR >6.5 mm/hr (AUC 0.62; 95% CI, 0.52-0.78) had sensitivity, specificity, and negative predictive value of 70.4%, 61.5%, and 80.0% respectively, for development of SIRS. Among all patients, a CRP >0.65 mg/dL (AUC 0.63; 95% CI, 0.51 to 0.74) had sensitivity, specificity, and negative predictive value of 51.4%, 69.4%, 74.6%. The combination of a high ESR and CRP using the previously described thresholds demonstrated a lower sensitivity at 31% and higher specificity at 78%. CONCLUSIONS: A preoperative blood test for ESR and CRP was predictive for the development of SIRS after PCNL. This knowledge could be used to risk-stratify patients and guide duration of antibiotic prophylaxis prior to PCNL, particularly among those without a positive urine culture.
Source of Funding: None

MP75-18 COMPARISON OF COSTS AND OUTCOMES OF PERCUTANEOUS NEPHROLITHOTOMY BASED ON PERCUTANEOUS ACCESS
Rutveej Patel*, Kushan Radadia, Christopher Han, Ephrem Olweny, Sammy Elsamra, New Brunswick, NJ INTRODUCTION AND OBJECTIVES: Establishing access into a kidney is a prerequisite for percutaneous nephrolithotomy (PCNL). Currently, access is urologist-obtained (UOA) or radiologistobtained. Ancillary services like interventional radiology (IR) add significant cost and delay, impacting hospital profit margin.
METHODS: We performed a retrospective review of our institutional database of consecutive PCNLs from 01/2014 to 09/2015. The study subjects were separated by which group established renal access. Patient characteristics and clinical variables including blood loss, change in laboratory parameters, length of stay, and complications were analyzed. Costs and material expenses were also compared. Statistical analysis was performed using chi-square, Fisher 0 s exact test, and t-test. P value < 0.05 was considered significant.
RESULTS: Of the 76 PCNLs, 23 (30%) cases contained a UOA. These were performed by two fellowship-trained endourologists: one who routinely obtains renal access and the other who routinely has initial access by IR. The operative details, post-operative parameters, and length of stay were not significant (Table 1) . No significant differences in overall complications existed between the two groups (p¼0.82). The materials cost for the operating room was higher for a UOA, but not significant (Table 2) . When factoring ancillary service costs, the difference became significant ($1500.13 vs. $2150.90, p ¼ 0.0001). Average total cost was cheaper for a UOA PCNL, $29,997.12 versus $34,299.39, or a savings of $4,302.27. Analysis using specific operating room and IR staff/facilities costs show that there is about a 20-minute buffer before the cost-benefit of establishing a UOA is erased.
CONCLUSIONS: Either method of access is suitable for PCNL and offers no significant advantage to clinical outcomes. However, the use of IR led to a 14% increase in costs. INTRODUCTION AND OBJECTIVES: Imaging after ureteroscopy (URS) and shockwave lithotripsy (SWL) is suggested by the American Urologic Association to ensure stone fragment clearance, resolution of hydronephrosis, and rule out ureteral stricture formation. To our knowledge, no prior studies have examined large-scale national imaging patterns after procedural intervention for nephrolithiasis. We sought to characterize imaging utilization patterns after URS and SWL.
METHODS: Using Marketscan, a private employer-based insurance database, we identified patients 17-64 years old undergoing URS or SWL between 2007-2014. A minimum of 12 months of enrollment was required and patients were excluded if they received more than 1 lithotripsy procedure of any type within 90 days. Imaging modalities identified by CPT and ICD-9 codes included computed tomography (CT), renal ultrasound (US), abdominal X-ray (KUB), and intravenous pyelogram (IVP), and were tracked postoperatively. Utilization patterns by demographic factors were assessed using chisquared test.
RESULTS: A total of 100,710 patients met inclusion criteria following URS, with 39% having no post-operative imaging within 12 months. Only 45% underwent imaging within 3 months of URS, most commonly KUB (28%). At 3, 6, and 12 months, only 26%, 33%, and 42%, respectively, of URS patients had any anatomic imaging (US, CT, or IVP). A total of 109,237 patients met inclusion criteria following SWL, with 16% having no postoperative imaging within 12 months. 78% underwent imaging within 3 months; most commonly KUB (69%). By 3, 6, and 12 months, 19%, 26%, and 36%, respectively, of SWL patients had any anatomic imaging. KUB was the most common imaging modality after either intervention type (38% of URS, 74% of SWL) within 12 months, followed by CT (25% of URS, 24% of SWL), then US (23% of URS, 17% of SWL). Over the 7 year study interval US increased by 10% after URS and 6% after SWL, while CT use decreased by 4%. Older age and female sex were independently associated with higher rates of imaging (p<0.001). US use was 13% higher in the Northeast, and more likely to be utilized in patients in metropolitan statistical areas or enrolled in health maintenance organizations.
CONCLUSIONS: Despite recommendations for routine imaging after stone procedures, a large proportion of insured patients received none, especially following URS. The majority of URS and SWL patients did not receive any postoperative anatomic imaging, which may raise the risk of undiagnosed ureteral strictures, silent obstruction, and renal function loss. Although RUS use is slowly increasing, it remains underutilized compared to CT.
Source of Funding: none
MP75-20 EVALUATION OF THE TREATMENT OF DISTAL URETRAL STONES CAUSING RENAL COLIC IN A HIGH INTERVENTION SETTING
Bruce Gao*, Taylor Remondini, Premal Patel, Navraj Dhaliwal, Ravneet Dhaliwal, Adrian Frusescu, Anthony Cook, Grant Innes, Bryce Weber, Calgary, Canada INTRODUCTION AND OBJECTIVES: Renal colic is a common condition affecting up to 10% of the population causing significant morbidity. Research has shown that an unsuccessful trial of medical expulsive therapy has no detrimental impact on the patients (Portis et al., Urology 2015) . Therefore, we wish to evaluate a large cohort of renal colic patients in a high intervention setting to determine the effect of stone location and treatment on patient outcomes.
METHODS: This multicenter administrative database study retrospectively reviewed the all Calgary patients with an ED diagnosis of renal colic between Jan 1, 2014 and Dec 31, 2014. Demographics were captured from the regional ED database, tests and treatments from the order entry database, and ED revisits, admissions and interventions from the discharge abstract database. Events were collated from all regional hospitals (4 sites).
RESULTS: 3104 renal colic visits were studied at 4 hospitals, including 921 (29.7%) with an index surgical intervention and 2183 (70.3%) managed medically. 1850 (59.6%) had imaging confirmed ureteral stones with 752 (40.6%) of these patients receiving surgery at an index visit. While proximally located ureteral stones were more likely to receive surgery at the index visit (OR ¼ 2.177, 95% CI 1.80-2.64; P< 0.001), distally located stones were still frequently operated on with 34% of distal stones receiving surgery. Distal stones that are treated surgically at the index visit are more likely to re-visit the emergency department (OR ¼ 2.011, 95% CI 1.535-2.635; p<0.001) and be admitted (OR ¼ 3.103, 95% CI 2.130-4.520; p<0.001). There was no significant difference in patients returning for further surgery within 60 days of the index visit between these two groups (p¼0.232).
CONCLUSIONS: Patients that present with acute renal colic and have an imaging confirmed distal ureteral stones are commonly operated on at the sites analyzed. Distal ureteral stones that were managed surgically were more likely than those that received conservative management to re-visit the emergency department and be admitted. These findings suggest that conservatively managing patients with distally located stones does not have a negative effect on these patients. This retrospective study does not consider complicating factors that may have influenced the treatment of these patients. Surgical intervention remains an appropriate treatment for distal ureteral stones depending on the individual contexts of patient cases.
